To test the possibility of measuring oxygen tension on arterialized capillary blood, a series of comparisons were made between simultaneously taken arterial blood and arterialized capillary blood. The ear-lobe was warmed and treated with "Trafuril"* ointment for at least five minutes before the incission was made. The least possible pressure was used on the ear tissue and the blood was made to flow directly into the heparinized capillary tubes. Any excess blood was immediately removed from the ear and not allowed to flow into the capillary tube.
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The results of oxygen tension measurements on the simultaneously taken arterial and capillary blood are shown in Fig. 2 .
The regression coefficient of 0·9277 with the 95 %confidence limits of 1·0236 and 0'8318 show a small scatter which could be accounted for by contamination of the sample with atmospheric oxygen and by incomplete arterialization of the capillary sample. However, the relationship shown between the level of the arterial oxygen tension and that measured in a sample of arterialized capillary blood would be acceptable for most clinical purposes. • Ciba Laboratories.
To achieve this, a wet ashing procedure using sulphuric, nitric, and perchloric acids, was used. After adjusting the digest to pH 5 and diluting appropriately, the dipyridyl colour reaction was applied to aliquots of the diluted solution. The fact that the concentrations of iron calculated from results obtained from two different sized aliquots of the same urine did not agree, led to
The method for estimating iron in serum described by Ramsay (1953 Ramsay ( , 1957 is in common use, and it was expected that this would be Recently new chelating agents have been used applicable to urine provided that all the iron in the treatment of conditions in which excessive was free from the che1ating agents. amounts of iron have been deposited in the tissues. In order to assess the efficiency of these drugs it has become necessary to determine the quantity of iron excreted in urine during their administration.
the appreciation of the importance of the following points: (I) B.D.H. "anti-bumping granules" can contribute a significant error, even after they have been boiled with 50 % hydrochloric acid. Such devices were therefore avoided and bumping was kept to a minimum by careful heating. (2) During the digestion, as the volume of liquid decreases and as the boiling point of the concentrated acid rises, the condensed vapour is insufficient to wash the sides of the flask and a white ring forms on the glass. This in some instances was shown to contain iron which was not dissolved during the subsequent pH adjustment and dilution. This problem was overcome by heating the digest with sodium sulphite and hydrochloric acid before adjusting the pH and diluting. (3) When the dipyridyl was added to the aliquot of diluted digest, instead of maximum colour development occurring in a few minutes as was the case with standard iron solutions, the colour continued to increase for 2 days before reaching a plateau. Addition of further sulphite to the tube in which the colour reaction took place resulted in the rate of colour formation being increased to that of the standard solutions.
In these analyses it is important to prepare blanks which represent quantitatively the substances added to the specimen being analysed. Some of the acids and other reagents (particularly the sulphite) contain appreciable amounts of iron. Thus a blank containing the small amounts of acid required for the digestion of a small volume of urine of high iron content should not be used for a determination on a urine of lower iron content where a larger sample and hence greater quantities of acid have to be used.
It has been reported in recent years that three (and possibly four) mummies at present in British museums, show radiographic signs characteristic of Alcaptonuria (Zorab, 1961; Simon and Zorab, 1961; Wells and Maxwell, 1962; B.B.C. Television Report 1964) . The first was a 16 year old female from the Roman Period, later than 30 B.C., and was found amongst eight mummies examined from the British Museum, London. The second specimen, from the Castle Museum, Norwich, is a middle-aged female of the 26th Dynasty (7th century B.C.). In the same museum, another mummy showed similar radiographic appearances but as the body was still contained in a particularly fine case, the changes could not be studied in detail and without this the authors felt that they could not claim this as a case of Alcaptonuria. No details of the body in the Exeter Museum were given in the B.B.C. Television Report but the statement that the spine was being examined chemically and histologically for evidence of this rare metabolic disorder suggests that similar X-ray findings have been seen in this too.
The discovery of even three cases of a disease whose present day incidence is between I in 100,000 and 1 in 10 million, amongst so few mummies examined, demands explanation. A genuine increase in the incidence or one brought out by the practice of incestuous marriage have been suggested. No reference can be found however, in the several medical papyri to a disease remotely resembling Alcaptonuria. This would be surprising if the disease were at all common for hsematuria, which is referred to, is no more striking than black urine associated with pain in the back and legs. Furthermore, the existance of a locally increased incidence, such as is said to exist at the present in Central Europe, might have been expected to have been disturbed by the very extensive Persian invasion which occurred between the eras of the two affected mummies to which dates have been ascribed. The possibility that the changes are artefacts can also be excluded with confidence.
The very high incidence of other spinal disease in Egyptian mummies, notably that termed
